SIR-Warfarin sensitivity increases with age. This is reflected in lower maintenance dosage requirements and may be related to lower albumin concentrations or reduced warfarin clearance. The warfarin induction regimen recommended by Fennerty et al. for smooth, quick and safe anticoagulation and early prediction of maintenance dosage is used in all age groups, although the mean age of patients in the original study was only 52 years [1] . Since this regimen has been poorly validated in elderly patients [2, 3] , we have prospectively evaluated a modified Fennerty regimen [using 1 rather than 0.5 mg increments (Table 1) ] in consecutive elderly patients starting warfarin on two acute elderly wards.
Forty-three patients aged 78 ± 7 years were studied. Their mean warfarin maintenance dose was 2.7 ± 1.6 mg (range 0.5-6.0). Most were anticoagulated because of thrombo-embolic disease (47%) or atrial fibrillation associated with ischaemic heart disease (37%). All patients had serum albumin concentrations within the normal range and each was prescribed an average of five concomitant medications in addition to warfarin. Sixteen (37%) patients were taking drugs with a potentiating effect, and four (9%) with an inhibitory effect, on the action of warfarin.
Most patients (n = 30; 70%) were anticoagulated according to the Fennerty regimen (group I)-The others were anticoagulated with deviations from, or without reference to, the regimen (group II; n= 13; 30%). The number of co-existing medical conditions and medications known to potentiate, or inhibit, the action of warfarin did not differ between the groups. In group I, the maintenance warfarin dose (denned as that giving an international normalized ratio (INR) of between 2.0 and 3-0 on three consecutive days) was successfully predicted at day 4 in only two patients (6 %), and this dose differed by more than 1 mg from the predicted dose in 17 patients (57 %). In group II, the maintenance dose was successfully predicted in only one patient (7 %) and differed by more than 1 mg from the predicted dose in three patients (23%). The number of days to achieve a stable maintenance dose was similar in both groups (9-9 ± 2.7 days for group I and 93 ± 2.6 days for group IT).
Fifteen patients (35%) had an INR >4.0 during induction. Of these, 11 were in group I, with INR ^ 4 occurring by day 4 in four patients. Neither variation in maintenance from predicted dose nor increased length of time to dose stability were predicted by frailty, intercurrent illness or concurrent medication.
The Fennerty regimen was developed for treatment, rather than prophylaxis, of venous thrombo-embolic disease and uses relatively large loading doses of warfarin aimed at quickly achieving an INR range of 2-4. Current guidelines recommend a range of 2-3 for indications which include prophylaxis of thromboembolism associated with atrial fibrillation [4] . In the study of Fennerty and co-workers, 64% of patients were within the target range of 2-4 by the fourth day of warfarin therapy and the predicted maintenance dose was within 1 mg of the maintenance dose in 92% [1] . Similarly, Cosh et al. found this regimen successful in anticoagulating patients aged 66 ± 15 years, with 67% achieving an INR of 2-4 by day 4 and the maintenance dose being predicted in 96% [3] • In our study, the time to achieve a target INR and the accuracy of maintenance dose prediction were both markedly inferior to those previously reported. There were no differences between patients who adhered or did not adhere to the Fennerty regimen and many patients in whom the regimen was used were overanticoagulated. We conclude that the modified Fennerty regimen does not achieve its stated aims when applied to elderly patients and that high warfarin loading doses may be associated with over-anticoagulation in the induction phase. An alternative flexible warfarin dosage regimen is required to achieve swift, smooth and safe anticoagulation in older patients. Considering the 'do not resuscitate' decision SIR-We read with interest the latest article discussing cardiopulmonary resuscitation (CPR) decisions in the elderly [1] . It is noted once more that patients state that they wish to be involved in deciding their resuscitation status. This is in keeping with previous studies in Britain, although the proportion requesting to undergo CPR appears to be higher in the recent paper [2, 3]-Despite this, doctors in the UK do not routinely discuss this issue with patients [2], which is in contrast to the USA where many parties are often involved and policy documents have been established. The debate continues to rage, however, on the other side of the Atlantic. A review in 1995 suggesting that physiological futility was the only acceptable reason for physicians denying a patient CPR provoked a generally negative response [4] .
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In this country, resuscitation guidelines have been suggested by the Royal College of Physicians stating that do not resuscitate' (DNR) decisions should usually be made by a consultant or (senior) registrar and that the patient's and, if appropriate, relatives' views be considered. A categorical DNR order must be recorded in the notes with the reasons for this decision and it should be subject to regular review [5] . Formal national and local resuscitation policies have been called for to take into account the medical, ethical and practical aspects of DNR decision-making [6] .
The current guidelines in our hospital are that a patient will be considered for CPR unless otherwise clearly stated in the notes by the consultant or his deputy. Following several cardiac arrest calls and resuscitation attempts on patients in whom CPR seemed highly inappropriate, we set out to assess the current state of DNR decision-making. An integrated medical and geriatric admission policy exists, and patients on four general wards were studied. From a total of 83 patients 15 (average age 81) had documented DNR statements in the medical notes. Decisions had been made in the main by registrars and senior house officers. Reasons were given in 12 cases. The decision was not discussed with any of the patients but had been discussed with relatives in six instances. All DNR decisions appeared appropriate.
hi the 68 patients who according to the current policy remain eligible for CPR, resuscitation in the event of cardiopulmonary collapse seemed appropriate for 38 (average age 64). In the remaining 30 patients (average age 79) the lack of a DNR statement was queried on the basis of the current physical state and prognosis, premorbid medical and functional status and level of mental capacity. Medical and nursing staff responsible for these patients were then asked whether they felt that the resuscitation order should be changed to DNR. Consultants considered that 22 of these patients should not be resuscitated. Nursing staff felt the decision should be altered in 15 cases. The reason for not recording DNR appeared to be the lack of consideration of the decision or feeling that the situation should be discussed with the relatives first. Following these findings it was suggested that a decision either for or against CPR should be made by the registrar or senior house officer on admission and reviewed by the consultant on the post-take ward round. There was no formal enforcement of this suggestion and unfortunately inappropriate attempts at resuscitation still occur.
Our view is that the only way to ensure that decisions are made is to include a mandatory question regarding CPR as part of the initial assessment. The inclusion of a standard DNR audit form completed on admission and included in the patient notes has previously been shown to improve decision-making [7] . A medical clerking proforma is to be piloted in our hospital shortly which will include a reminder to consider the resuscitation status.
Undoubtedly the debate will continue as to the reasons for excluding people for CPR and whose decision this should be. Attempted resuscitation of ill, elderly patients could be considered inappropriate at best and cruel at worst to the patient and relatives and also the doctors and nurses who have to carry out the procedure.
Usually if it is made clear that DNR orders do not mean a withdrawal of other appropriate treatment there is little objection to such decisions being made. If only we were taught to consider such important aspects with the same enthusiasm in which we are instructed how to perform basic and advanced life support we might be able to allow some patients to die with more dignity than they do at present.
